He suggested that the myoclonus in this present case was explicable as a residuum of an encephalitic attack, and that the encephalitis had also damaged the reflex arcs so accounting for the absence of the tendon reflexes. There was, however, no available history of an encephalitic illness in this particular case. Yet it was recognized that marked postencephalitic lesions might occur in patients with a history of mild or abortive encephalitis, or, even with no such history at all. In this case he thought the myoclonus might be a post-encephalitic syndrome.
Dr. G. S. HALL asked whether Huntingdon's chorea was a likely diagnosis. Dr. YEALLAND (in reply) said he did not think the case was one of Huntingdon's chorea, because in that condition the reflexes were normal, and there was no fibrillation of muscles.
As to Sir James Purves-Stewart's suggestion about epidemic encephalitis he (the speaker) was rather afraid it might be called that. There was certainly loss of the power of convergence in this case but in that disease one usually saw some disturbance of associated automatic movement, or lack of facial expression, features not presented in this case. It was, however, impossible to eliminate the diagnosis of post-epidemic encephalitis of ambulatory type.
He did not know whether in Dr. Critchley's case the involuntary movements were bilaterally simultaneous or not. [Dr. CRITCHLEY: Nearly so]. That did not always happen in the case presented; sometimes there was a jerk of one arm alone, at other times jerks occurred on both sides simultaneously. The abdominal muscles were involved. He thought that Dana was the first to call these cases " myoclonias," and he included under this head paramyoclonus multiplex, a term which seemed to have no meaning, as " para " meant near, and if the contraction was not in muscle where was it? In Friedreich's cases of paramyoclonus multiplex there was no alteration in the reflexes but he (the speaker) thought that the patients in those cases sometimes fell down in spasm. He believed they were much the same as the one now shown, and only differed from it in not presenting reflex changes. Dissociated anasthesia of first and second divisions of fifth nerve, without affection of third division.
Syringo
On exanmination (7.3.24).-Dissociated hypmsthesia in the following segments:-Right: Cervical 3, 4, 5, 6, 7, 8; dorsal 1, 2, 3, 4, 5; lumbar 2, 3, 4, 5; sacral 1, 2, 3. Left: Cervical 3, 4, 5, 6, 7, 8 ; dorsal 1, 2, 3, 4, 5; complete dissociated anaesthesia cervicals right 3 and 4.
Reflexes: Plantar both extensor; no ankle-clonus; knee-jerks exaggerated; abdominals present.
On examination (7.7.26).-Signs unchanged, except that the right pupil was larger than the left, and the complete dissociated ancesthesia had spread to cervicals 3 and 4 on the left, and the left plantar was now flexor.
1929.-Signs unchanged, except that great wasting of both shoulder girdles had begun, and there was, in addition, complete dissociated anesthesia of the upper two divisions of the right fifth nerve.
Deep X-ray therapy given to cervical spine. Great wasting of infraspinati, supraspinati, deltoids and pectorals, left latissimus dorsi and interossei of left hand. Moderate wasting of sternomastoid, trapezius and right quadriceps. Weakness of right masseter and right pterygoids.
Disctssion.-Dr. WORSTER-DROUGHT said that caution was necessary in attributing apparent arrest of syringomyelia to the effect of deep X-ray therapy. It was known that syringomyeliac processes remained quiescent sometimes for very long periods. He recalled a case of his own in which the clinical manifestations were thus almost indistinguishable from those of a cervical intramedullary tumour (including increased protein content of the cerebrospinal fluid). Laminectomy had been carried out. The operation was performed nine years ago and there had since been no deterioration in the patient's condition nor any increase in the physical signs. At the same time he (the speaker) did not attribute this arrest to the laminectomy.
Dr. CLOAKE said he did not detect any weakness of jaw muscles, and that was the only sign certainly due to a lesion above the level of the spinal cord. Tongue, palate, swallowing, and speech were all unaffected, and it was probably incorrect to call such a condition syringo-bulbo-myelia; it was a myelia running into the upper part of the cord. Dr. LARKIN (in reply) said that there was considered to be some affection of speech; rapid repetition of sounds was very poor. The response of the pterygoids and masseter on the right side to electrical stimulation was not as good as on the other side. Operation (27.9.34 ).-Left temporal decompression. A tumour was found one inch from the mid-line in the parieto-occipital region; an area of brain about 1I sq. in. seemed to be tightly stretched over a dark bluish-red mass. No attempt was made to excise it as when it was incised with a diathermy knife it bled very copiously. The condition has remained unchanged since the operation.
The movements of the right arm are the doubtful point. The arm weakness has only come on slowly, and may be due merely to the patient's not having used the arm.
Discussion.-Dr. MACDONALD CRITCHLEY said that one poinlt calling for comment was the right-sided dyspraxia. Surely with a lesion in this particular location he must have had a bilateral apraxia. Certainly this evening he bad all the marks of a left-sided apraxia as well. He would like to have the opinion of Dr. Maas.
Dr. OTTO MAAS said that in the case which he had originally described in association with Dr. Liepmann, testing could not be carried out on the right side because there was hemiplegia, but on the left side there was apraxia. Dr. LARKIN (in reply) said that several consultants had seen the patient before the operation, and they thought there was no impairment of motor function on the left side; the patient could coordinate movements with the fingers very well. He was having deep X-ray therapy to the tumour. For the last four days signs had been developing which had not been present before. The right plantar reflex was now doubtful, and the patient was more awkward with the left arm than previously. Only that day inequality of the pupils had developed.
